Abstract Multi-component models for improving depression care target primary care
Introduction
Effective and cost-effective multi-component models for improving depression outcomes in primary care use a coordinated set of strategies to improve depression care process and outcomes (Gilbody et al. 2003 (Gilbody et al. , 2006 Williams et al. 2007 ). Strategies target specific aspects of guideline concordant care (Schulberg et al. 1998; VHA/DOD 2000) , providing support to primary care clinics for screening, assessing, diagnosing, treating, and following depressed patients, as well as improving coordination with mental health (MH) services. These collaborative care models target the clinic-or practice group-level rather than individual providers (Bruce et al. 2004; Lin et al. 2006; Oxman et al. 2002; Rubenstein et al. 1999; Unutzer et al. 2001) . Most of the studies of these models are randomized trials that use ''usual care'' comparisons. Some quality improvement methods argue for pre-intervention practice assessment (Stroebel et al. 2005) . There is little documentation in the literature, however, describing the details of usual care for depressed PC patients throughout the care process, the variations in the usual process that may occur between clinics within a system, or the barriers that may affect concordance of depression care with recommended clinical practice guidelines. Wells et al. (1999) , examined the process of depression care in visits with PC providers, and noted that rates of care varied among providers from different managed care
Presentation This work has been presented as a poster of the same title at the Annual Meeting of Academy Health in Orlando, FL, June 2007. organizations, suggesting the need for studying processes at the organizational level. But, recent studies that have described usual care by primary care providers (PCPs) have focused primarily on aspects of the process between an individual patient and provider (Hepner et al. 2007; Robinson et al. 2005; Solberg et al. 2005; Upshur 2005 ), especially antidepressant prescribing and management (Joo et al. 2005; Young et al. 2001) , or other specific aspects of care, such as diagnosis and treatment (Liu et al. 2006 ). Other reports have described barriers to depression care (Nutting et al. 2002; Pincus et al. 2003) or barriers to implementing collaborative care models (Kilbourne et al. 2004 ), but not the process of care, per se.
Understanding existing conditions at the clinic level, especially gaps between current and desired practice, is crucial to planning and accomplishing the activities needed to improve processes of care. This study assesses the usual processes of care for depression management in ten primary care clinics, and barriers, in order to understand concordance with care guidelines as a basis for tailoring quality improvement activities. Our study questions ask which aspects of concordance with guidelines-considering screening, assessment, diagnosis, treatment, and referral-are in greatest need for improvement for each clinic, and which barriers to care identified by primary care and mental health leaders might provide guidance for remedying the areas of difficulty.
Methods

Design and Participants
We used a case comparison strategy (Stake 2003) to describe common patterns and particularities in the process of depression care in ten outpatient primary care practices. This cross-sectional study was one component of the preintervention phase of a multi-site implementation of a collaborative care model for depression treatment in primary care clinics. The implementation involved three VA multi-state administrative regions (Veterans Integrated Service Networks, or VISNs); regional leaders are responsible for financing and quality of all facilities within their network. We studied the ten VA primary care clinic sites (Table 1 ) from these regions that were involved in the implementation. The analyses reported here drew upon two types of data: qualitative descriptions of care processes from key informant interviews with clinical leaders from each clinic, supplemented by data from administrative sources describing organizational structures.
In the VA, each outpatient primary care clinic is associated with a VA medical center (VAMC). Clinics may be community-based or physically located at a hospital.
Recruitment of clinics was initiated by network administrators, who identified outpatient clinics that had little or no academic involvement and that would be appropriate for engagement in the quality improvement implementation project. Leaders at the PC clinic level then agreed to have their clinics participate. Network leaders identified clinics that differed in size and the type of community in which they were located, to capture a greater range of experiences. There was one large clinic in each network; others were small. They were located across five states, including the Southeastern/Gulf Coast, Upper Midwest/Great Lakes, and Northern Great Plains areas of the country. Most were located in metropolitan areas, but three were in small towns in rural areas.
Interviews
We conducted in-depth, semi-structured telephone interviews with ten primary care (PC) and 12 mental health (MH) clinical leaders in these clinics between November 2001 and May 2003. There was at least one of each type of informant from each clinic site. We included clinical leaders from mental health as well as primary care because both have roles in the consultation and referral processes, and each offers slightly different perspective on barriers to depression management in primary care. Informants included 16 physicians, five nurses/nurse practitioners, and one psychologist. Seventeen were male and five were female. There was a wide range in the length of time they had been in their positions (0.25-12.0 years), with an average tenure of 2.6 years. Their average length of time in the VA was 8.9 years (range 0.5-23.8 years).
We designed the interviews to elicit thorough descriptions of the usual processes for detection and management of depression within the clinics. The interview guide was structured to cover the categories of care addressed by clinical guidelines for depression in primary care (Schulberg et al. 1998; VHA/DOD 2000) . It included five main topics: (1) current PC depression detection process, (2) current PC depression diagnosis and management practices, (3) current PC-MH referral, consultation, and collaboration practices, (4) barriers to appropriate management of depression within PC, and (5) barriers to PC-MH collaboration. We used a semi-structured framework of 19 questions, which generally moved in order through the care process: screening, diagnosis, treatment, barriers to management in PC, referral process, PC-MH communication, consultations, collaborative activities, and barriers to collaboration. Participants were asked a broadly framed question to elicit description of usual practices, then probed on selected points of interest. We asked follow-up questions to pursue specific aspects that were raised by each informant, and to clarify their beliefs and perceptions on each of the topics. We did not necessarily ask questions in the same order or with the same wording, but followed the participant's line of thought, while ensuring that we covered all topics in our protocol. In order to discover unanticipated information, we also followed-up relevant topics that were introduced by participants.
For example, regarding existing diagnostic practices, the broad question was, ''Do primary care providers at this facility diagnose depression?'' Affirmative responses would then be followed with a probe such as, ''What type of assessment and diagnosis process would they use?'' Then, depending upon the response, there could be a further follow-up for clarification, such as ''So, they are doing a diagnosis, but not formally going into the DSM criteria?'' Topics that elicited the widest range of responses required the most flexibility in follow-ups. For example, questions about barriers to appropriate PC management of depression would start with a broad question, ''Do you think that there are any barriers that impede your facility's ability to appropriately manage depressed patients that are detected within primary care?'' The interviewer would then followup on particular responses using questions such as, ''Could you tell me more about what you mean by that?'' Further probes would include questions such as, ''What do you think are the other things that limit their ability to manage it?'' ''So is that the primary thing?'' and ''Is there anything else that limits their ability to manage depressed patients as successfully as you'd like?'' until the participant indicated that there were no further barriers to depression management. Interviews lasted an average of 60 min each. Professional transcribers produced verbatim transcripts from digital interview recordings.
Administrative Data
We used organization factors, such as clinic size, staffing, and selected structures to provide context for the descriptions of usual care (Table 1) . This information was taken from databases that were the closest available to the time period of the interviews: VHA Planning Systems Support Group administrative databases (PSSG), the 1999 national Survey of VHA Primary Care Delivery Systems (Yano 2000) , the third quarter 2002 VA Survey of the Health Experiences of Patients (SHEP), and the US Census Bureau classification of metropolitan areas. We counted numbers of total patients for a clinic, and for patients with a diagnosis of depression, by including only those patients who had two or more visits to that clinic during FY 2005, in order to better represent the size of patient population regularly receiving care at that clinic. We identified patients diagnosed as depressed through ICD-9 visit codes entered electronically into medical records by treating clinicians in either primary care or mental health specialty. (Crabtree and Miller 1999; Ryan and Bernard 2003) . The first interviewer developed a categorization system through review of all the transcripts, and then coded individual responses from each transcript according to the system. Then, the second interviewer independently coded the responses in each transcript using the same system. Finally, the interviewers met and used a mutual consensus process to resolve any coding differences. We examined the coded responses for possible themes and patterns by service type of the respondent (PC or MH) and by site. In this article, we address findings related to descriptions of the usual processes of care. Results from analysis of the descriptions of collaboration between PC and MH have been published previously (Fickel et al. 2007 ).
We used a matrix method to analyze summary statements of care process and organizational descriptors and synthesize the information into case profiles for each of the primary care practices (Miles and Huberman 1994) . One investigator (JF) developed an initial matrix for categorizing statements about the care process and the organizational context factors according to practice site. The values were examined for patterns across cases, and assigned codes according to whether they were common practices and characteristics, or atypical ones. Then, patterns were drawn together within cases, and each case was assessed for the extent of common practices and descriptors, or the presence of outliers. A second investigator (EY) reviewed the matrix for completeness and correctness, and corroborated the coding assignments and case profiles. The two investigators resolved differences in categorization and coding through a mutual consensus process.
Results
Organizational Characteristics of Clinics
The clinics in this study were similar to VA primary care (PC) clinics nationwide in many of the structural characteristics reported in the 1999 national Survey of VHA Primary Care Delivery Systems (Yano 2000) , although each one differed on a few traits. The pattern of variation differed for each clinic, which is typical of the clinics nationally. Six of the study clinics had a greater number of internists than family medicine physicians, similar to the national average of eight internists and two family medicine physicians. Four had as many or more family medicine physicians than internists. One clinic was below national average in clerical staff. Seven clinics rated aspects of their staffing and space adequacy worse than the national averages for PC clinics. Four clinics rated aspects of staffing adequacy better than the national averages, and five rated aspects of space adequacy better than the average. Like 89% of VA PC clinics nationally in 1999, all but one of these clinics had a partially or fully implemented quality improvement program. Like 94% of VA PC clinics nationally, PCPs at all ten of these clinics are responsible for assigned patients indefinitely, and most or almost all patients know their assigned PCP (98% nationally). Nationally, patients at 71% of VA PC clinics are almost always seen by their assigned PCP (nine of the clinics in this study), and 29% usually are (one of these clinics). Six of the clinics were at the national VA PC average of 40 min for the length of a new patient visit. Three were shorter than average, at 30 min, and one longer, at 60 min. Three of these clinics exceeded the national average for 22 min. length of a follow-up visit, and one was shorter. Four of these clinics were not significantly different from the national average on nine of the 13 scaled items of the third-quarter, fiscal year 2002 VA national patient satisfaction (SHEP) survey; five performed significantly better than average. No patterns were noted in the variations between clinics in these organizational characteristics when compared with care processes for PC management of depression. Therefore, this structural information is only used descriptively in the present analysis.
Descriptions of Usual Care
Although clinic leaders described particular processes specific to each clinic, many care processes were generally similar across the practices in this study. Leaders at all ten clinics described similarities in main steps of their clinics' usual processes for identifying and managing depression in primary care patients, including screening, diagnosis, treatment, and consultation and referral ( Table 2 ).
All of the clinics were screening for depression routinely, although the specific method for doing so differed somewhat among clinics. Clinics usually screened new patients and conducted annual screening for existing patients. Typically, a nurse would use an automatic screening reminder with two questions. At the time of the interviews, all clinics but one (A1a) had implemented the VA's computerized patient record system (CPRS). However, this site was moving from patient self-administered screening to nursing screening, and anticipated being computerized within a month. Leaders mentioned that nurses and PCPs would also screen patients for depression informally on an as-needed basis. Also, although nurses conducted the screening in most clinics, in one clinic (C1b) the PCP would do the screening in the clinical encounter. In another (C2a), the nurse would do an initial automated In all 10 clinics, will manage in PC if the patient refuses a referral to MH Six of the clinics also try to convince a patient to accept the referral, and/or destigmatize MH screening, which the PCP would follow with a second set of automated assessment questions, in the event of a positive screen. This CPRS-based screening and assessment tool also included automatic check boxes for the PCP's choices of medications, MH referral, and PC follow-up options. In all clinics, positive screens were called to the attention of the PCP, either with the CPRS nurses' note or a paper routing note.
Leaders from all clinics were brief in their descriptions of assessment and diagnosis for depression, even though we probed for formality of methods that they might use. They indicated that PCPs did diagnose depression, although only rarely in three of the clinics. PCPs used informal diagnostic methods, that is, not necessarily following DSM criteria, and relied to some extent on the screening tools and questions.
Primary care providers usually offered pharmacological treatment for depression in six of the clinics, and sometimes supportive counseling as well. Descriptions of treatment plan development focused primarily on whether to treat in primary care or refer to mental health. The locus of care was determined by PCP comfort level plus the patient's severity or level of complexity. Patient preference was also a factor in half of the clinics. Leaders rated PCP comfort level with depression care at least moderate, and mostly moderately high or high. In eight clinics, they reported that comfort level varied among individual PCPs. If patients refused referral to MH, PCPs would manage them in primary care. In six of the clinics, they would also try to convince a patient to accept the referral, and/or to reduce the stigma of MH care.
In all nine clinics that had CPRS, PCPs made referrals to MH using the electronic consult system in combination with paper or telephone consults. For urgent evaluation requests, seven clinics used a combination of methods, especially telephoning MH to request an appointment for the patient. Five also walked the patient to the MH clinic. In all the clinics, MHPs provided feedback to the referring PCP via a progress note in the medical record.
Exceptions
Although there were many similarities in the care processes in these clinics, the processes varied substantially on several key points in terms of specific depression management activities. These variations occurred in each step of the care process, and were spread across different clinics, demonstrating a good deal of individuality among sites in the specifics of the care process (Table 2) . One clinic (A1a) had variations in four steps of the care process, more than any other clinic. This was due in part to that clinic not yet having implemented the electronic medical record, in addition to historic practice patterns and culture. Two clinics (B1c and C1a) varied in two steps, rarely diagnosing and treating depression in PC. Another clinic (B1b) rarely treated depression, their only exception to the general process of care. Three other clinics, A3a, A4a, and B1a, varied in their processes for urgent referrals to MH. Finally, three clinics, A3b, C1b, and C2a, all followed the general processes of care described by the leaders we interviewed.
The major exceptions to the process of care described for most clinics were in the areas of diagnosis and treatment. Although PCPs in most clinics were diagnosing (seven clinics) and treating (six clinics) depression according to patient severity and PCP comfort levels, there were three clinics (A1a, B1c, C1a) where PCPs rarely diagnosed or treated depression, and a fourth where it was diagnosed but rarely treated (B1b). PCPs in these clinics would generally refer depressed patients to MH, and in clinic C1a, MH referrals were required for patients with positive depression screens, although PCPs had recently begun doing some pharmacological treatment.
Variations also occurred in the usual practices for the referral or consultation process. Although most clinics used the electronic consult as their primary method, the one clinic (A1a) that was not yet computerized walked patients to MH as the usual process for both routine and urgent referrals. There was great variation in the process for urgent MH evaluation requests. Three clinics (A3a, B1a, A4a) mentioned only one method of contacting MH for urgent requests, in contrast to the combination of methods described for most clinics.
Two Illustrative Cases
The A3b community based clinic provides a good example of the typical care process described by the clinical leaders in this study. They are a small clinic, located in a rural area, with approximately 3,800 total patients (individuals with two or more visits to that clinic in fiscal year 2005). According to the 1999 VA Survey of primary care (PC) clinic characteristics, they had about 13 providers, one administrator, 10 clerical staff, and no residents. They differed from the profile of PC clinics nationally in having more family medicine physicians than internists. Most aspects of their staffing levels and their space were rated as barely adequate, or sometimes adequate, at best-worse than the national averages for PC clinics. Like 38% of clinics nationally in 1999, they had a partially implemented quality improvement program in PC, and resources that had not changed notably in the previous year. PCPs were responsible for their assigned patients indefinitely, and patients knew their assigned PCP and were almost always seen by that PCP at scheduled visits. PCPs were allotted 60 min for new patient visits and 30 min for follow-up visits, greater than the national averages of 40 and 22 min, respectively. They performed significantly worse than national average on nine of the 13 scaled items of the thirdquarter, fiscal year 2002 national patient satisfaction (SHEP) survey.
The general steps in their usual care process were consistent with those described at the other clinics. Nurses screened patients for depression at least annually, and maybe at every visit. They used a two-question screener that was part of the routine preventive medicine screen. Positive screens were called to the attention of the PCP. PCPs did diagnose depression, although it was unclear whether they used an informal method or a formal one, based on DSM criteria. PCPs treated depression pharmacologically. The decision whether to treat a patient in primary care or refer to mental health was based on individual provider comfort level, the patient's severity or level of complexity, and the patient's preference. The PC leader reported that PCP comfort with treating depression was moderately high, and did not vary much among the PCPs. Patients were usually referred to MH using an electronic medical record consult, and also telephone consult requests. For urgent MH evaluation requests, they would indicate ''urgent'' on the electronic consult request, phone MH and request a same-day appointment, or contact an oncall MH provider. A MH provider gave feedback to a PCP about the services provided to the patient using an unflagged chart note, and also phone calls for urgent information. They reported no problems with PCPs gaining access to MH medical record notes.
Another clinic provides an example of some of the reported usual care practices that varied from the steps generally reported at the clinics. Community based clinic A1a is also a small clinic, with approximately 4,900 total patients. It is located organizationally within the same Integrated Service Network as the A3b Clinic, but in a metropolitan area in geographically distant region, and associated with a different VAMC. The 1999 VA Survey of primary care (PC) clinic characteristics indicated that they had about nine providers, two administrators, eight clerical staff, and no residents. Like Clinic A3b, they differed from the national profile in having more family medicine physicians than internists. They were rated worse than the national average on staffing sufficiency of physicians, administrators, and clerical staff, but better on sufficiency of nursing staff and office space. Like 51% of clinics nationally at that time, they had a fully implemented quality improvement program in PC, and, like many, resources that had not changed notably in the previous year. PCPs were responsible for their assigned patients indefinitely, and patients knew their assigned PCP and were almost always seen by that PCP at scheduled visits. PCPs were allotted 30 min for new patient visits, below the national average of 40, and 30 min for follow-up visits, greater than the national average of 22 min. They performed no differently than the national average on the 13 scaled items of the SHEP patient satisfaction survey.
The general steps in their usual care process differed in several ways from those described at the other clinics. Some of these differences were due to their not yet having a computerized patient record system. They had been using a patient self-administered screening at each visit, and were just moving to a nursing-administered screen. The screening form addressed multiple health issues, and included two items relevant to depression. Like other clinics they flagged positive screens for the PCP, but used a paper process. PCPs here rarely diagnosed depression, and they reported little treatment of depression in PC. When PCPs did treat depression, they used pharmacological methods. Most PCPs did not treat depression due to a culture and history of referring these patients to MH. They also based the decision whether to treat a patient in primary care or refer to MH on PCP comfort level, provider training and experience, and PCPs' perceived workload. The leaders reported that PCP comfort with treating depression was moderately high, and varied among the PCPs according to their level of experience. Patients were usually referred to MH with telephone consult requests. For urgent MH evaluation requests, they would phone MH and request a same-day appointment, or walk the patient to the MH clinic, or a MH provider would come to the PC clinic. A MH provider gave feedback to a PCP about the services provided to the patient by using a flagged chart note, and also phone calls for urgent information. They also reported no problems with PCPs gaining access to MH medical record notes.
Differences Between Usual Care and Evidence-Based Guidelines
The usual processes of care conformed in part to those of relevant clinical practice guidelines (Schulberg et al. 1998 ; VHA/DOD 2000), although they differed in that PCPs often used more informal means than delineated by guidelines, and that leaders we interviewed made little mention of activities related to several care process steps in the guidelines. Please see Table 2 for a summarized comparison between guideline recommendations and the usual care for depression described at the study's clinics.
Processes for routine screening in PC visits for detection of possible depression were occurring at all ten clinics, consistent with guideline recommendations, and all but one clinical leader described how their PC clinics conducted screening. Processes for further clinical assessment and diagnosis of depression, however, were less clear. There was some mention of medical assessment relevant to depression. Leaders from five clinics indicated that PCPs may do some limited assessment of signs and symptoms that may lead to a diagnosis of depression, but that it was rare. Similarly, informants indicated that diagnosis of depression, if made, was done informally. Often it appeared to be a provisional diagnosis based on the positive screening result.
Discussion related to treatment planning centered on the decision of whether a patient would be treated in PC or referred to MH. Although we did not probe about treatment planning, informants from four clinics described PCP assessment and treatment planning as brief and informal. One interviewee described a more formal assessment and treatment planning process, and mentioned involving the patient in treatment planning. Other informants made no mention of treatment planning per se. Informants discussed the process for referrals to MH in depth. Four PC teams referred patients with positive depression screens to MH whenever possible, particularly complex or severe cases. However, all clinics would manage a patient with depression in primary care if the patient refused a referral to MH.
Therapeutic options, in cases where depression was managed in PC, were mostly limited to pharmacotherapy, although informal supportive counseling was also mentioned in four clinics as an adjunct method. A number of factors shaped treatment decisions, including PCP comfort level with treating depression, patient severity or complexity, patient preference, PCP training and experience, and the generally short periods of time available for PCPs to provide care. In addition, the choice of antidepressants available for PCPs to prescribe was also constrained by institutional formularies. Although guidelines mention psychotherapy as efficacious in PC settings, the usual care processes of the clinics in this study were to refer patients desiring psychotherapy to MH, due to lack of qualified providers in PC and time constraints on appointment slots.
Beyond initiating pharmacotherapy, informants from two clinics described care processes related to follow-up monitoring, or the continuation or maintenance phases of treatment. The interviews did not explicitly probe about monitoring, continuation, or maintenance, and only one informant described communication with MH providers in those terms. The other indicated that length of follow-up in PC was up to individual providers, before referring to MH because of inadequate response to treatment. All the leaders, however, described friendly and collegial interactions between PC and MH providers for informal consultations on an as-needed basis. They described various examples of PC-MH consultations and treatment support for patients with positive depression screens, with depression, or with other mental health concerns.
There were even greater differences between the local variant practices and the evidence-based guidelines in the clinics that had notable variations from the general process of care in parts of their processes. The variations, as described above and in Table 2 , that presented the greatest departures from guideline recommendations were the rare diagnosis of depression by PCPs, little or no treatment of depression by PCPs, and having minimal procedures in place for urgent MH evaluation requests.
Barriers to PC Depression Care
We also asked clinical leaders in this study about their experiences and perceptions of barriers to appropriate management of patients with depression in PC. Most informants described one or more particular barriers to depression management (Table 3 ). The two barriers mentioned most often were inadequate time and number of PCPs (mentioned by leaders at six clinics), and inadequate MH training for PC providers (at five). Other barriers mentioned were problematic electronic medical record and poor access to mental health, mentioned at four clinics each. PC provider disinterest, discomfort, or unfamiliarity with depression was mentioned as a barrier at three clinics. Two mentioned patient reluctance due to stigma. Five barriers were mentioned at only one clinic each: poor PCP referral to MH, inadequate MH follow-up, physical distance between PC and MH clinics, institutional policy barriers, and local culture or turf issues. Leaders of two clinics identified no barriers to PC care of depression. The greatest number of barriers mentioned at any clinic was six. No patterns were noted between the number or type of barriers identified by leaders and the number or type of exceptions to the general processes of care for their clinics.
Discussion
In summary, the results from this study reveal a portrait of the usual process of care for depression in ten different primary care practices. We found general similarity across the clinics in methods of screening, diagnosis, and treatment. Yet, clinical leaders also described substantial individuality at the site level. We found the greatest concordance to recommended guidelines for management of depression in primary care settings around screening for depression, for which there were routine processes in place at all ten clinics. We found the greatest differences around further assessment of patients suspected of having depression, formal diagnosis and treatment planning, involving patients in treatment planning, and formal monitoring during follow-up.
The individuality of the ten primary care clinics in this study in their usual processes of depression care demonstrates that ''usual care'' is not a cleanly defined, uniform Adm Policy Ment Health (2009) 36:144-158 153 protocol, and can exist in various degrees of difference from standard guidelines. It also suggests that adherence to practice guidelines could be viewed more as a continuum than an all-or-nothing situation. This variation among clinics in their usual care would be important to bear in mind, for both intervention and control groups, when interpreting the findings of randomized studies of quality improvement interventions. Moreover, the juxtaposition of differences from guidelines with the various reported barriers to appropriate care for each clinic (Table 3) suggests that that individual practices will have specific needs for targeting quality improvement activities and tailoring interventions to local context. While this study is most applicable to VA and other staff-model managed care settings (Meredith, et al. 1999) , our findings have similar implications to those from non-VA settings. For example, we found that antidepressants were the main or only treatment modality reported by the clinical leaders. Solberg et al. (2005) found that patients in a non-VA medical group practice who had received a new diagnosis of depression from a PCP were usually started on antidepressants as their only therapy, with little patient education or self-management information and few followup visits. Hepner et al. (2007) found that PCPs adhered to guidelines to a high degree in detecting and initiating treatment, but to a lower degree in further assessment of symptoms, adjustment of treatment, and follow-up to assure treatment completion. Upshur (2005) similarly reported on usual care described by Medicaid managed care PCPs, who reported using informal methods of assessment and diagnosis, with mostly pharmaceutical treatment, plus supportive visits, and referral to MH. Additionally, they noted the rarity of links between PC and MH.
The greatest conformity with clinical guidelines was in the area of screening. This aspect of primary care depression care has received the greatest emphasis by the Veterans' Health Administration (VHA) as a whole, and the most organizational support for implementation and integration into routine care. Screening for depression is one section of the VHA prevention index, a mandatory annual screening tool for all PC patients, instituted nationally in 1998 (Kirchner et al. 2004) . A recent report of a quality improvement trial that included both VA and Kaiser Permanente practices illustrated the VA's emphasis on case finding and screening, while Kaiser addressed physician and patient knowledge about depression, and increasing treatment rates (Rubenstein et al. 2006) .
The processes of assessment, diagnosis, treatment, and follow-up all contained room for improved concordance with guidelines, and are of concern. For example, informal methods of assessment following a positive screen for depression could result in inability to track symptom severity, or non-detection of suicidal threat. In some clinics, PCPs rarely treated depressed patients themselves, relying on referral to mental health specialty. This strategy can lead to gaps in treatment due to low mental health specialist availability and to patient resistance to referral. Depression care improvement relies on increasing treatment within primary care, and targeted collaboration with mental health specialists (Gilbody et al. 2003) . The apparent informality of diagnostic techniques, treatment planning, lack of indication of patient involvement in planning, and limited options for treatment modalities may be connected to reported barriers, deriving from the need for more PCP support through training, resources, or both. These same barriers could also be related to the uncertain processes for monitoring, and for continuation and maintenance phases of treatment.
Assessing processes of care at the practice level is important because evidence indicates that quality of care improvement for depression requires changes in care delivery at clinic or practice group level (Gilbody et al. 2006) , as in Wagner et al.'s (2001) chronic care model. Evaluation of quality of care, however, has traditionally looked at the individual patient or provider level (Fisher et al. 2006) . Lack of attention to the clinic level, however, can miss important aspects of organization structures and relationships that can influence success of practice-level interventions and, ultimately, the quality of care (Grol et al. 2007) .
The variation noted among clinics in our study, especially the variation in the degree of concordance with evidence-based practice guidelines, is not surprising. Other reports have indicated that local context is a key factor in interventions related to primary care management of depression. Blaskinsky et al. (2006) , observed considerable variation across IMPACT collaborative care intervention sites in operationalization and continuation strategies, and in the barriers and facilitators to sustaining the model. Rollman et al. (2006) described two case studies from RWJ's Depression in PC Initiative, in which wide variation in organizational context influenced the implementation of the intervention model, and how each health care system customized the clinical model for local relevance. Hysong et al. (2007) , compared VA primary care clinics on their performance in implementing clinical practice guidelines, and found differences between high-and low-performing facilities in their investment in and local adaptation of the electronic medical record and other resources dedicated to the initiatives.
The individuality of clinics found in the present study with respect to distance from guidelines and in patterns of barriers suggests that clinic-based approaches to implementing process improvements could be appropriate. For example, one clinic (C2a) was closest to the guidelines. They were not only screening for depression regularly, they had a CPRS-based process in place for limited assessment, assigned an informal provisional diagnosis and did limited treatment planning, offered informal supportive counseling in addition to pharmaceutical treatment, followed-up to check for improved symptoms and adjust treatment if needed, and communicated with MH for continuation and maintenance decisions. Clinical leaders here reported three barriers to PC depression care: an inadequate number of PCPs and too little time, inadequate PCP training on depression, and patient preference other than treatment in PC. Increasing the ability of PCPs to do formal assessment and diagnosis and making other treatment modalities available in PC would improve coherence with guidelines. A multi-faceted, evidence-based strategy, such as collaborative care, could help address these barriers through utilization of a depression care manager or co-located MH provider, as well as increasing knowledge about depression.
On the other hand, the three clinics where PCPs rarely diagnose or treat depression (A1a, B1c, and C1a) were most distant from the guidelines. Each clinic, however, had a different profile of barriers. For example, clinic A1a not only reported the common barrier of inadequate PCP time and numbers, but also described a situation that included barriers related to institutional policy within the clinic and healthcare system, plus a legacy of local culture and turf issues. Attempts at implementing collaborative care, including adding a depression care manager or co-located MH provider to this clinic, without addressing the greater systemic issues with policy and culture, would be unlikely to move the practice a great deal closer to the guideline recommendations.
Another situation might require a still different quality improvement approach. Two clinics (B1b and C1b) reported no barriers to appropriate PC management of patients with depression, yet had a number of variations from guideline-concordant practice. Such clinics may lack awareness of the need for change (Pathman et al. 1996) , and need further assessment, education on practice guidelines, or other pre-intervention actions to better understand the appropriate strategy for tailoring an intervention to improve guideline concordance.
Tension exists between the potential benefits of allowing local autonomy in adapting care models and guidelines, versus the benefits of disseminating standardized, evidenced-based models (Litaker et al. 2006) . Although standardization has advantages of greater confidence in fidelity to the evidence basis and efficiency in dissemination, there is the disadvantage that the standardized model may go unused because it does not specifically address problems as perceived by local stakeholders. On the other hand, adaptation to the individuality of local situations can improve buy-in and implementation of changes, but there is the risk of adapting away the effective parts of the evidence-based model. Previous qualitative work suggests that a combination of central guidance for local-level stakeholders in tailoring a collaborative care model to local needs may provide the optimal balance Rubenstein et al. 2006 ). This study has limitations. First, informants were limited to clinical leaders, whose perceptions may not necessarily represent the viewpoints of all providers in each clinic. However, they were all practicing clinicians as well as administrators, and that dual perspective should enable them to be adequate representatives of their sites. Also, time constraints precluded follow-up on all possible specific aspects of care processes in each interview. In addition, these sites were chosen for participation because their network and clinical leaders had an expressed interest in improving their PC care for depression. The sites themselves did not volunteer, although they agreed to participate. Therefore, these clinical leaders may be less aware of PC depression care issues than leaders from volunteer clinics would have been. Overall, we spoke with informants at only 10 VA clinics. Although geographically diverse and relatively large for a qualitative study, these cases do not represent all PC clinics, either within or outside the VA system, and specific findings may not be generalizable. We show, however, that the basic characteristics of these clinics are similar to national VA averages. VA PC clinician attitudes and practices have also been shown to be similar to those of clinicians in non-VA staff/group model organizations (Meredith et al. 1999) . Our basic findings regarding the need to consider variations in usual care should extrapolate to other settings. Finally, it should be noted that the VA is in the process of updating the guidelines for treatment of depression in primary care. We anticipate that the updated guidelines will incorporate greater detail on the process of care steps that we have discussed in this article, and that our findings and recommendations will remain relevant.
In conclusion, we found substantial, site-specific individuality in usual care for depression and in barriers to appropriate care across VA primary care clinics. Researchers and quality improvement leaders should assume that such variations are present, and consider how best to respond to such differences. Rather than treating usual care as a black box, they could take account of this usual care information in analysis. For example, pre-implementation assessment of usual care might include clinic-level care processes, variations from clinical practice guidelines, and barriers to adherence, in addition to basic organizational factors such as staffing levels, training, information technology capabilities, and institutional policies and procedures. This information could be used to provide a clinic-specific baseline for rigorous evaluation designs of quality improvement interventions, and could also help tailor implementations of models such as collaborative care for depression. Further work should examine whether and how evidence-based models have been adapted for local situations, fidelity of implementation across sites, and linkages between fidelity of processes and care outcomes.
